INTRODUCTION
India enjoys the distinction of having the largest network of traditional health care that is fully functional with a network of registered practitioners, research institutions, and licensed pharmacies. With its kaleidoscopic variety and rich cultural heritage, India is proud of some unique medicinal forms that look at health, disease, and causes of disease in completely different ways. Best known as the Indian System of Medicine, its focus is on holistic health and well-being of humans.
Indian systems of medicine have age-old acceptance in the communities in India, and in most places they form the first line of treatment in case of common ailments. Ayurveda, Yoga, Unani, Siddha, and Homoeopathy (AYUSH) are the recognized Indian systems of medicine and have been integrated into the national health delivery system. Of these, Ayurveda is the most ancient medical system with an impressive record of safety and efficacy. 1, 2 The AYUSH represents the tradition of codified, textual health knowledge systems other than the modern, while LHTs represent the practices and knowledge of the common people and folk practitioners who follow an oral tradition of learning and passing on of the knowledge. Planned development of health services in the public system began in India after independence, based primarily on modern medical science (Bhore Committee Report, 1946). 3 The AYUSH services have been viewed as one way of ensuring access to some form of health care to the rural and poor population groups who are underserved by the dominant system. However, with the dominance of modern medicine over the past century, there has been a drastic decline in the legitimacy and services of the other systems. Now, with the enhanced recognition of their complementary strengths, there is resurgence JDRAS of utilization of Traditional, Complementary and Alternative Medicine (TCAM), by the well-off of developed as well as the better-off of the developing countries. With concerns of equity and access in health care, a serious question arises about the availability and access of quality AYUSH services and LHTs for all. 3 The most prevalent users of AYUSH, Traditional Medicine, Complementary and Alternative Medicine (CAM) are individuals who have incurable, nonlifethreatening conditions that may be chronic. The second largest groups of users are those struggling with chronic, potentially life-threatening diseases, such as cancer and human immunodeficiency virus/acquired immunodeficiency syndrome. Both groups turn to CAM systems for various reasons, such as to improve immune functioning, to improve overall functioning, to increase quality of life, to cope with side effects from conventional therapies, and to relieve symptoms related to their illness. [4] [5] [6] [7] Tribal Health-Indian Scenario India is a canvas portraying a unique assimilation of ethnic groups displaying varied cultures and religions. In fact, this uniqueness in the ethnicity of the country is the factor that makes it different from other nations. Moreover, the vastness of India's nationalism, accounting to a plethora of cultural extravaganza, religions, etc., is the reason that the country is seen more as a seat for a major world civilization than a mere nation-state. The ethnic diversity in the country is represented by as many as 400 ethnic groups including the tribes and others. The tribal population is almost 7.5% of the total population of the country. Due to inaccessibility to modern health care, the real knowledge of the usages of plants lies with the rural population of the country consisting of tribes, forest dwellers, and many villagers. The fact is that tribal and forest dwellers have unique knowledge of therapeutic use of plants. Since ancient times, the spiritual land of India has displayed varied hues of culture, religion, race, language, and so on. This variety in race, culture, religion, etc., accounts for the existence of different ethnic groups who, although, live within the sanctums of one single nation and profess different social habits and characteristics. Regional territories in India play an important role in differentiating these ethnic groups, with their own social and cultural identities. With the governance of different states and union territories in the country, there has originated a sense of regionalism among the various parts, with different states displaying different cultures, which although eventually fuse through a common bond to showcase a national cultural identity.
Further, the CCRAS documented ethnomedical practices, use of medicinal plants besides studying living conditions of tribal areas across the country from TransHimalayan region, North-eastern India to southern parts of the country and Andaman and Nicobar through its 18 survey units, mobile clinic research units, THCRP. The authenticity of the information is confirmed by crossexamination of the treated patients, and specimens of plants/part(s) used were kept in record as herbariums/ museum specimens. About 2,500 folklore/ethnomedical claims used by tribes have been documented. The tribes used to manage simple diseases/conditions ranging from common cold, cough, fever, vomiting, skin diseases, digestive problems, reproductive and child health problems, wounds, etc. The use of herbs for contraception is also prevalent among them. [8] [9] [10] [11] [12] In view of providing service-oriented health care facilities that include health education, and to create health awareness about the nutritional, communicable diseases besides curative measures on prevalent diseases to tribal population, the THRCP has been conducted in tribal pockets of 14 states through peripheral institutes of CCRAS.
MATERIALS AND METHODS
The physical achievements including the beneficiaries of health care services, details of villages, tribal pockets covered, documentation of disease prevalence and LHTs during period 1982 to 2016 were compiled, summarized, and presented. These data were taken from the published monographs, technical reports, and annual reports of THCRP available in CCRAS central library at CCRAS headquarters. This project was carried out at variousRegional Ayurveda Research Institute for Nutritional Disorders (RARIND), Mandi.
OBSERVATIONS AND PHYSICAL ACHIEVEMENTS
Tribal Health Care Research Program has been initiated by CCRAS in 1982 with the core objectives encompassing study of the living conditions of tribal people, documentation of information available, use of medicinal plants in the area, study of dietetic habits including health-related demography, study of sociodemographic profile, nature and frequency of prevalent diseases, propagation of knowledge about hygiene, and prevention of diseases, providing medical aid at their doorsteps, collection and documentation of folklore claims and LHTs.
CCRAS Initiatives in documenting and reporting Health Care-seeking Attitude and documentation of LHTs
Very little information is available on the utilization of Indian systems of medicine and homoeopathy (ISM & H) in India. The CCRAS has conducted a survey in 12 states across the country on various aspects of health-related demography during various periods (Published report on "Study of Health Statistics under Mobile Clinical Research Program," 1987, CCRAS, New Delhi, India). This is evident from the fact that out of the total population studied by all the Mobile Clinical Research Units with regard to the treatment received through various codified systems of medicine, during the study period; 71.34% of the population received Ayurvedic treatment, 24.67% Allopathic, 2.33% with others, i.e., with folk medicines, 1.65% with Homeopathy and 0.01% with Siddha system. In addition to these recognized system, folk medicines in the villages still play a major role to provide medical assistance in the rural areas. During the study period nearly 2.33% of the population was found to have used folk medicines.
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Chronological Developments
The program has been continued at Madhya Pradesh, Maharashtra, Bihar, Assam, Arunachal Pradesh, and Andaman and Nicobar established at different years during 1982 to 2016. During this period, five independent tribal health care research units have been relocated through reorganization which came into force in the year 2000. Further during the year 2014 to 2015 to 2016 to 2017, the program has been extended in 10 more states, viz., Rajasthan, Jammu and Kashmir, Himachal Pradesh, Karnataka, Tamil Nadu, West Bengal, Odisha, Andhra Pradesh, Sikkim, and Telangana. Currently, the THCRP is being executed in 14 states through 15 peripheral institutes of CCRAS under TSP (Tables 1, 2 and Graph 1).
Apart from the above-mentioned states in (Tables 3 to 18, and Graphs 2 to 5). As an integral part of the THCRP, the prevalence of the disease in various tribal pockets has been documented, noticed, and enquired during medical camps and door to door surveys (Table 19 ).
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Other Significant Contributions
Besides this, in view of protecting the traditional knowledge through THCRP and other survey programs, CCRAS has documented about 2,500 folk claims 12 and published 18 monographs covering the ethno-medical practices in different states.
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CONCLUSION
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(Cont'd…) race, religion, cultural beliefs, and great social, economic disparity. The ethnic diversity in the country is represented by as many as 400 ethnic groups including tribes and others. There has been wide difference in health infrastructure, facilities influencing the health care delivery across different regions and ethnic groups. In addition to cultural beliefs and knowledge, sustainability in AYUSH-specific health care delivery certainly has great impact on the health-seeking attitude and utilization of AYUSH and other LHTs. Very little information is available on the utilization of AYUSH systems and other LHTs in India. The contributions of CCRAS are significant in extending health care services in remote tribal pockets across the country and also preserving the valuable ethnomedical knowledge prevailing among tribal communities by systematic documentation and validation. The THCRP has extended health care services at 1,358 villages/tribal pockets in 14 states covering a population of 947,587. Apart from propagation of knowledge about hygiene and prevention of diseases, medical aid was provided to 336,015 patients. In this project, 734 folklore claims on various diseases, LHTs, use of common medicinal plants, and their availability were documented.
